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Introduction 
Chile is one of the most aged countries in Latin America (Palloni, McEniry, 
Wong, & Pelaez, 2006). Current data indicates that 17.5% of the Chilean 
population is now over 60 (Chilean Ministry of Social Development, 2015). 
Despite the various social policies focused on this group, there is scant social 
investment in older persons and therefore no robust social protection system 
for old age. Older Chileans generally face an old age with financial insecurity, 
low income from pensions and benefits, and a limited public healthcare 
system in terms of care for and specialization in issues affecting the elderly 
(Huenchuan & Sosa, 2003). In this context, family, friends, and community 
play a central role in the promotion of well-being among older Chilean 
persons (Gallardo-Peralta, Sánchez-Moreno, Barrón, & Y Arias, 2015; 
Grundy et al., 2012). The context of old age in Chile hence represents a notable 
opportunity to increase available knowledge regarding the role of 
social support networks in the promotion of quality of life (QoL) in old age. 
Social relationships and QoL in advanced ages: the key role of social 
Support Social relationships are related with well-being throughout life. 
However, it would appear that this association becomes more important among 
those of advanced ages (Antonucci, Ajrouch, & Birditt, 2014; Bélanger et al., 
2016; Nguyen, 2017). There are various indicators of well-being in old age, but 
one of the most analyzed is QoL due to its comprehensive overview of well-
being.  
In this respect, the positive relationship between QoL and social support 
networks in old age is well documented (Bélanger et al., 2016; Gallegos- 
Carrillo et al., 2009; García, Banegas, Perez-Regadera, Cabrera, & Rodriguez- 
Artalejo, 2005; LaRocca & Scogin, 2015; Serap, Erol, & Sut, 2016). In contrast, 
not having social networks is related with physical, cognitive, and social 
deterioration (Cacioppo & Cacioppo, 2014). 
The changes that occur to social networks in old age have been widely 
discussed in social and behavioral sciences (Antonucci et al., 2014; Chappell 
& Funk, 2011; Fiori, Smith, & Antonucci, 2007). In general, results show that 
social networks tend to shrink as people age; however, significant social 
contacts remain stable (Lang & Carstensen, 1994). Social networks in old 
age are certainly reduced in size (Cloutier-Fisher, Kobayashi, & Smith, 2011) 
and become predominantly family-based in composition (Gallardo-Peralta, 
2013). These changes in social networks can be the source of variations in 
levels and effects of social support for older adults. Social networks provide 
the context for social interactions the aims of which are to assist individuals 
in coping with everyday life, life events, and critical situations, enabling 
people to access interpersonal transactions involving such characteristics as 
the provision of aid, affect, and affirmation (Antonucci, 1985; Kahn & 
Antonucci, 1980; Pierce, Sarason, & Sarason, 1990). Social support can thus 
be understood as the emotional (demonstrations of love and caring, esteem 
and value, sympathy), informational (especially advice and access to key 
information) and instrumental (financial support, helping relationships, 
favors) provisions resulting from interpersonal interactions in the context 
of social networks. Moreover, the available empirical evidence that specifically 
focuses on older adults suggests that the three key dimensions of social 
support for well-being are functional support (Antonucci, Fuhrer, & Y 
Dartigues, 1997), perceived support – to a greater extent than enacted 
support (Antonucci et al., 2014) – and reciprocity in the supporting exchange 
(Lin, 1986), including the emotional and instrumental dimensions of support 
in everyday circumstances and/or crisis situations (Gracia, Herrero, & 
Musitu, 2002). 
In this vein, it is proposed that access to (and participation/reciprocity in) 
various sources of social support can be a key factor in greater well-being and 
QoL (Cheng, Lee, Chan, Leung, & Lee, 2009; Fiori, Antonucci, & Akiyama, 
2008; Li & Zhang, 2015; Litwin & Shiovitz-Ezra, 2011). Within this context, 
the present study distinguishes social support from primary groups from that 
of secondary groups (Thoits, 2011). The former is made up of “significant 
others” – people with whom individuals have a close emotional bond in the 
framework of small, informal, intimate and long-lasting groups (family, 
relatives and friends, for example). Secondary groups tend to be larger and/ 
or change in terms of size. They involve more formal interaction (governed 
by rules that are formalized to varying degrees but are to a large extent 
impersonal) and reciprocal knowledge is less personal. The secondary group 
category includes work groups and religious, voluntary and community 
organizations. This research analyzes the role played by social support 
emanating from social ties arising in an intimate and trusting context 
(primary networks) and support from interactions in community contexts 
(secondary networks). The following paragraphs outline this approach. 
Social support from primary networks: family and friends 
The family occupies a predominant position as a source of social support in 
old age (Chappell & Funk, 2011; Gray, 2009). Despite changes in family 
structure (Serap et al., 2016), family solidarity remains a central element in 
the social integration of older adults (Melchiorre et al., 2013). Numerous 
studies have analyzed the differentiated role of family support in the wellbeing 
of older adults, whether spouse or partner (Thomas, 2010), children 
(Grundy & Read, 2012), grandchildren (Moorman & Stokes, 2016), siblings 
(Jensen & Nielson, 2016), or other members of the extended family (Taylor & 
Chatters, 1991). In general, results indicate that family social support is 
complementary and can even be replaced in some situations. Along these 
lines, older persons perceive support from partner, children, siblings, and 
other relatives in descending order, and when any of the members are 
missing they are compensated by another (Peters, Hoyt, Babchuk, Kaiser, & 
Iijima, 1987). 
Previous research show that older adults who enjoy well-being or good 
QoL tend to be flexible in replacing or seeking nonfamily sources of social 
support as they age; this source of support usually is incorporated into the 
space of emotional proximity, and described as close friends (Pahl & Pevalin, 
2005). Friends are a potent source of social support, in the sense that they 
entail voluntary links with fewer rules than in families and greater equality 
(Grundy & Read, 2012). It is proposed that relationships of friendship offer 
greater independence to older adults, particularly independence from family. 
Moreover, they promote motivation, relaxation, and healthy emotional states 
(Cox & Dooley, 1996). For all these reasons, considering nonfamily sources 
of social support as part of primary networks appears to be fundamental to 
any assessment of the impact of social support on QoL. 
Social support from secondary networks: neighbors, neighborhood, 
formal, and informal social groups. 
The recent literature emphasizes the impact and risk of incidence of loneliness 
among older persons in contemporary societies (Coll-Planes et al., 2015; 
Gardiner, Geldenhuys, & Gott, 2018). This evidence increases the significance 
of the community’s role as a potential source of social support that 
complements or helps in adaptation to the changes that occur to social 
networks in old age.  
This support is conceptually and empirically different from that generated 
through primary network interactions. Neighbors and the neighborhood occupy 
a specific role in the daily life of older adults. Taking into account that one may 
have frequent and often unplanned or casual interactions with neighbors, they 
can provide support to older adults both in daily life and in crisis situations – or 
even perform a social control role due to their ability to conduct direct 
observation (Brown et al., 2009; MacKean & Abbott-Chapman, 2012). 
Cantor (1979) conducted one of the first studies in this regard, observing that 
neighbors are principally important in the daily lives due to their availability. 
The support that this source provides is significant for emotional, instrumental 
and informational needs and is therefore associated with improved well-being in 
old age (Bowling, Barber, Morris, & Ebrahim, 2006). Well-being is increased by 
having contact with neighbors, feeling part of a neighborhood, and participating 
in leisure activities (participating in social groups, using public squares or other 
facilities, etc.) (Brown et al., 2009; Hand, Law, Hanna, Elliott, & McColl, 2012). 
The neighborhood permits access to various kinds of social links, including 
religious, kin, friendship, neighbor, and informal jobs (Barnes, 2003), meaning it 
represents amultifunctional support network. Likewise, the neighborhood tends 
to produce different instances of community participation, with older adults’ 
organizations being of note in this regard. 
In summary, QoL is increased by a feeling of social integration which 
manifests in viewing the neighborhood as one’s own, identifying with the 
community in which one is spending one’s life, perceiving that one is important 
to others and that one’s opinions are well received by those in our environment 
(Gracia et al., 2002; Herrero & Gracia, 2007). In this context, it is possible to 
differentiate between two sources of community support. First, informal social 
support is an important dimension of the community. Various studies confirm 
the positive association between social participation and well-being in old age 
(Adams, Leibbrandt, & Moon, 2011; Chen & Chen, 2012; Gallardo-Peralta, 
Conde-LLanes, & Córdova-Jorquera, 2016), specifically by increasing QoL 
(Silverstein & Parker, 2002). Older adults who participate in social organizations 
or groups tend to have higher self-esteem, greater life satisfaction and fewer 
depressive symptoms (Donnelly & Hinterlong, 2010). Second, formal social 
support networks represent another participation-related dimension. These 
include social services, health centers and other public institutions for older 
adults. These services positively influence QoL for older adults, offering 
preventive, therapeutic and support-service options that are provided by 
professionals or caregivers, promoting independent home living and delay or 
prevent admission to institutions (Van Bilsen, Hamers, Groot, & 
Spreeuwenberg, 2008). 
Present study 
This article focuses on analyzing perceived social support from several sources 
and its association with QoL. The majority of studies tend to analyze the role of 
intimate or close social support networks in well-being. However, few studies 
identify community as a significant dimension of analysis (Gracia & Herrero, 
2004; Heinze, Kruger, Reischl, Cupal, & Zimmerman, 2015). For this reason, 
the present research includes personal (primary) and community (secondary) 
support. 
In specific terms, we analyze the association between social support from 
personal/primary social networks (social support from partner, children, 
grandchildren, siblings, other family members, and friends) and community 
social networks (social support from neighbors and neighborhood, group 
companions and formal social support networks) with QoL for a sample of older 
Chilean adults. Specifically, the following hypotheses are formulated: 
1. Support from primary groups: 
1a. Family social support. It is expected that social support from partner, 
children, and other family members will be positively associated with 
QoL. This hypothesis is based on the proximity and importance of 
interaction with these sources in the case of older persons. This 
proximity means that the nuclear family (partner/children) is clearly 
central, as well as potentially those extended family members who live 
or interact daily with the older person. 
1b. Social support from friends. A positive relationship is hypothesized 
between this variable and QoL. As stated, support from this source 
tends to be functionally equivalent to that received from other sources 
of support whose importance falls as a person ages (children, grandchildren, 
etc.) during old age. 
2. Support from secondary groups: social support from community. Social 
support from community sources is expected to be positively associated 
with QoL. In this same regard and as the empirical evidence shows, 
integration in the community increases feelings of well-being in old age. 
Method 
Participants and procedure 
The sample was made up of 777 older Chilean adults living in the region of 
Arica and Parinacota, in the far north of Chile. Use was made of a sample 
stratified by sex, ethnicity and place of residence (rural and urban) to ensure 
representativeness. The fundamental characteristics of the sample are set 
forth in Table 1. Notable among these data are the average age 
(69.93 years; SD = 7.12) and the presence in the sample of a percentage of 
older adults belonging to an indigenous ethnicity (30%), the Aymara ethnicity 
being the most common (88% of cases). 
The questionnaire was applied via personal interview, having first obtained 
the informed consent of participants. Qualified social work and psychology 
professionals administered it between June and August 2015. The Ethics 
Committee of Taracapá University and the National Council for Science 
and Technology of Chile approved and monitored the ethical aspects of the 
study. All procedures performed in studies involving human participants 
were in accordance with the ethical standards of the institutional research 
committee and with the 1964 Helsinki declaration and its later amendments 
or comparable ethical standards. 
The research was conducted in five different places: Arica, Putre, Socoroma, 
Visviri, and Codpa. Participants were contacted via two procedures. When 
possible and desirable, the research team made first contact directly and 
arranged an appointment to perform the interview. When first contact entailed 
greater difficulty, it was made via key social agents, including council personnel 
(mainly social workers) and the most important neighborhood leaders (priest, 
president of the neighborhood board). In both cases, the interviewer attended 
the place indicated for the interview, which took 40 min to complete. 
Measures 
Measures QoL 
The WHOQoL-BREF scale was used, from the QoL group of the World 
Health Organization (WHO, 1998). It comprises a total of 26 items, split into 
2 general questions (satisfaction with health and QoL) and 24 questions that 
are grouped into a total of five dimensions: (1) Physical domain. Evaluates 
physical pain, energy/fatigue, and satisfaction with sleep. This subscale has a 
total of three items and is measured on a five-point scale evaluating the 
degree to which symptoms are present. (2) Psychological domain. Evaluates 
positive and negative feelings about life, ability to concentrate, satisfaction 
with self, and acceptance of bodily appearance. This subscale has a total of 
five items and is measured on a five-point scale (1 = not at all; 5 = an extreme 
amount/extremely). (3) Level of Independence. Evaluates mobility, daily living 
activities, need for medical treatment and capacity for work. This subscale 
has a total of four items and is measured on a five-point scale (1 = not at all/ 
very poor; 5 = completely/very good). (4) Social Relationships. Evaluates 
social relations, support from friends, and sexual activity. This subscale has 
a total of three items and is measured on a five-point scale (1 = very 
dissatisfied; 5 = very satisfied). (5) Environment domain. Evaluates various 
environmental dimensions, such as physical safety, household conditions, 
financial resources, availability of information to resolve day-to-day problems, 
access to medical services, opportunities for and participation in 
leisure activities, surroundings, and transport. This subscale has a total of 
eight items and is measured on a five-point scale (1 = very dissatisfied; 
5 = very satisfied). The total score for QoL was calculated for analysis 
purposes in line with the criteria established in the scale handbook (WHO, 
1998). The internal consistency index (Cronbach’s alpha) for the general 
questionnaire was .89. 
Two measures of social support were introduced in light of the study aims. 
The first is designed to measure the functional elements of perceived social 
support from various family sources (i.e., personal networks made up of family 
members and close friends). The second instrument is focused on measuring 
support from community networks (i.e., secondary networks), incorporating 
the role played by neighbors and relevant community institutions into the 
analysis. The features and dimensions of each instrument are set out next. 
Perceived social support 
The Perceived Social Support Questionnaire (PSSQ) (Gracia et al., 2002) 
evaluated the functional dimensions of support (emotional, instrumental, 
and informational). The instrument comprised 9 items with questions on 
the source (partner, children, grandchildren, siblings, relatives including 
daughter-in-law, son-in-law and nieces and nephews, and friends). The 
items measure the three main dimensions of perceived social support: 
emotional (example: “To what extent could you freely share and express 
feelings with your partner/friend/etc.?”), instrumental (example: “If you were ill 
and needed to be taken to the doctor, to what extent would this person help 
you?”), advisory (example: “To what extent would your [family member/ 
friend] help you if you had to take an important decision?”), including 
reciprocity (example: “If your [family member/friend] was anxious, 
depressed, or had personal or family problems, would they come to you?”). 
The corresponding scale for each item ranged from 0–5 (higher scores 
representing higher levels of social support provision). The PSSQ is a widely 
used instrument in Spanish-speaking populations, having been validated in 
various contexts (residential, general, hospital) (Gracia & Herrero, 2004). 
This instrument provides separate scores for the different aforementioned 
sources of social support. Scores for the items corresponding to each source 
and representing the different types of support (emotional, instrumental, 
advisory) were combined to produce a composite functional support score 
for each source considered. The internal consistency index (Cronbach’s 
alpha) was .94. 
Community social support 
The Community Social Support Questionnaire created by Gracia et al. (2002) 
was applied. This questionnaire has a total of 25 items distributed across four 
dimensions and each dimension is made up of a subscale that can be 
separately analyzed. The first two subscales directly evaluate perceived social 
support from the community: (1) Social support from informal systems. Eleven 
items that report on the subject’s perception in terms of social support with 
respect to the informal resources of the community: social groups in which the 
subject participates (older adults’ groups, cultural, sporting, indigenous, and 
other group), via statements such as “I could find people in this group who will 
help me to resolve my problems” or “in this group I would find someone who 
will listen to me when I am down.” The internal consistency index (Cronbach’s 
alpha) for the subscale was .64. (2) Social support from formal systems. This 
provides information on the subject’s perception in terms of social support with 
respect to the formal resources of the community: family health center, hospital, 
council and ministerial offices, and various public services; this subscale has a 
total of five items, via statements such as “If I had problems (personal, family, 
etc.), I could find people in these organizations who would help me to resolve 
them” or “These organizations and services are an important source of support.” 
The internal consistency index (Cronbach’s alpha) for the subscale was 
.85. The other two subscales measure perceived degree of integration and 
participation in the community: (3) Integration within the community. This 
evaluates the subject’s integration within their neighborhood or local community, 
with a subscale totaling four items, via statements such as “My opinions are 
well-received in my neighborhood” or “I feel identified with my neighborhood.” 
The internal consistency index (Cronbach’s alpha) for the subscale was .85. 
(4) Participation in the community. This evaluates participation in the 
neighborhood or local community, with a subscale totaling five items, via 
statements such as “I participate in social activities in my neighborhood” or “I 
respond when people ask for help in my neighborhood.” The internal 
consistency index (Cronbach’s alpha) for the subscale was .88. A Likert-type 
scale was used to produce response categories for all questions, ranging from 
(1) strongly disagree to (5) strongly agree. Scores were obtained for each 
dimension evaluated. While the first two dimensions implement the 
measurement of perceived social support in the community, the latter two refer 
to measures of integration (such as sense of community, feelings of attachment 
to one’s community, and sense of belonging) and participation. As such, their 
inclusion in the analytical models permits a clarification of both the role of 
community as a source of support as well as the extent to which the individual 
engages in actions to contribute to community development. In this regard, the 
consideration of community involvement and active participation in community 
activities entails a certain replication of the idea of reciprocity with the 
community (Herrero & Gracia, 2007). 
Control variables 
Sex (0 = man, 1 = woman), age, ethnicity (0 = nonindigenous, 1 = indigenous), 
monthly income, employment status (0 = retired, 1 = retired but still 
working), residence (0 = rural, 1 = urban), having partner (0 = without 
partner, 1 = with partner), living accompanied (0 = living alone, 1 = living 
accompanied), and size of social network. Those variables are widely used in 
previous studies about determinants of QoL in advanced ages (García et al., 
2005; LaRocca & Scogin, 2015; Serap et al., 2016). 
Analysis 
Data analysis was conducted in two phases to fulfill the objectives of this 
study. The first phase involved descriptive analyses of the study variables, 
together with the bivariate correlations among the main study variables. In 
the case of dichotomous variables (men/women, indigenous/nonindigenous, 
working/not working, urban/rural resident, with/without partner, living with 
others/alone), comparisons of averages were performed (Student’s t test for 
independent samples) for the QoL, perceived social support (partner, children, 
grandchildren, siblings, other family members, and friends), and community 
social support (integration, participation, informal support systems 
and formal support systems) variables. 
Second, a hierarchical regression analysis was conducted for the QoL 
variable, which entailed the production of four models trying to account 
for QoL (dependent variable). Model 1 included control variables. Models 2 
and 3 added variables measuring social support from primary network. 
Model 2 included social support from the family: that is, social support 
from partner/spouse, children, grandchildren, siblings and extended family. 
In the same vein, model 3 incorporated social support from friends. Finally, 
model 4 included the dimensions assessing support from secondary networks, 
such as integration within community/neighborhood, participation 
in community/neighborhood, and informal and formal social support from 
the community. As may be observed, the four models provide information 
on the hypotheses. The IBM-SPSS program version 23 was used for the 
analyses. 
Results 
Table 2 sets forth the descriptive statistics and correlations of the main study 
variables. The results in this respect highlight the statistically significant 
associations found among the study variables. For the purposes of this 
research it is worth emphasizing the association between QoL and support from 
partner, friends, community integration, and informal systems. The results also 
show that men receive more social support from their partner (t = -3.717; p < 
.001), while women receive more social support from children (t = 5.211; p < 
.001) and grandchildren (t = 2.248; p < .05) and perceive themselves as more 
integrated (t = 2.185; p < .05) and more participative (t = 2.245; p < .05) in 
the community. For ethnicity, it is notable that the indigenous population 
(Aymara) receive more social support from children (t = 2.320; p < .05) and 
are more integrated (t = 5.325; p < .001) and participative (t = 1.892; p < .05) in 
the community. Older persons who are working receive more support from 
their partner (t = 2.111; p < .05) and are more integrated in the community 
(t = 2.217; p < .05). In contrast, those who are not working score more highly 
for QoL (t = 2.699; p < .01). Those living in rural areas have higher levels of 
integration (t = -8.674; p < .001) and participation (t = -4.669; p < .001) in the 
community. Those without a partner have more social support from friends 
(t = -2.984; p < .01) and those with a partner report a higher average score for 
QoL (t = 2.531; p < .01). Finally, those living with others receive more social 
support from children (t = 5.006; p < .001), grandchildren (t = 8.624; p < .001) 
and formal support systems (t = 1.927; p < .05) and have a higher QoL 
(t = 2.706; p < .05), while those living alone receive more social support from 
friends (t = -4.664; p < .001). 
As mentioned, a hierarchical regression analysis was performed for the 
QoL variable. This analysis entailed defining four models according to the 
study variables. The results obtained are described later and summarized in 
Table 3. Conducting a specific analysis by contrasted model demonstrates 
that the main predictive variables are as follows: for model 1 (control 
variables), age (β = −.129; p < .05), income (β = .136; p < .01) and size of 
network (β = .156; p < .01) are included. 
Models 2 to 4 represent the key results for the objectives of this work. For 
model 2 (family support), age (β = −.126; p < .05) and income (β = .125; p < 
.05) significant associations remain with QoL, but the added variables do not 
appear as predictive. In model 3 (social support from friends), age (β = −.145; p 
< .01), size of network (β = .283; p < .05) remain, and added predictive 
variables are social support from partner (β = .236; p < .01), social support from 
children (β = .277; p < .01), social support from other family members (β = .146; 
p < .05), and social support fromfriends (β = .290; p < .001). As such, the 
incorporation of networks of friends permitted other variables of social support 
from family members to be predictive of QoL. Therefore, the regression 
coefficients for the variables measuring support from partner, children, and 
other family members are significant in model 3. It is important to emphasize the 
possibility of a suppressor effect for social support from friends. In this regard, 
the four aforementioned variables were measured using the same questionnaire 
and social support from friends correlated significantly with support from 
children and from other family (see Table 2). 
In model 4 (social support from secondary networks/community), age 
(β = −.132; p < .01), social support from partner (β = .236; p < .01), social 
support from children (β = .209; p < .01) and social support from friends 
(β = .250; p < .001) remain, while community integration (β = .238; p < .001) 
and support from informal systems (β = .228; p < .001) are added. It is 
important to note that model 4 represents an outstanding increase in capacity 
to explain QoL, with an explained variance percentage of 25.8%. As such, the 
inclusion of the dimensions of community social support entails a significant 
contribution to the understanding of QoL among older Chilean adults. In sum, 
QoL is positively related with size of social network and social support from 
partner, children, extended family and friends, as well as with community 
integration and social support from informal systems (social groups). 
Discussion 
Our results show that having social support from primary and secondary 
networks is related with higher levels of QoL, showing the importance of 
considering social support on the basis of where it has come from (the source). 
In this regard, the coexistence of significant effects for support from 
primary and secondary groups suggests that heterogeneity in network 
composition could enable older persons to access support in a more flexible 
and QoL-enhancing fashion. This interpretation is consistent with previous 
studies concluding that diversely or heterogeneously composed sources of 
support are linked to better well-being in old age, since they permit broader 
social integration and access to various types of support (Nguyen, 2017). 
Our hypotheses relating to primary groups were to a large extent confirmed. 
This statement is particularly true when describing support from 
friends. Along the lines of previous research, this source of support is of great 
significance for QoL in our sample. The available empirical evidence suggests 
that the aging process increases the importance of friends in the context of 
primary groups (Faquinello & Silva, 2011; Li, Ji, & Chen, 2014). In terms of 
the analysis of support from primary groups, where our results are of special 
note is their significance for the consideration of the family group. In this 
vein, it is important to note that not all sources of family support analyzed 
influence QoL. In this vein, support from grandchildren, siblings and 
extended family members did not reach significance in our last model 
(model 4). Several implications can be stated. Firstly, this finding invites a 
discussion of the specific role of social support from family in Latin 
American family-oriented contexts (such as Chile) in the promotion of 
QoL in old age. It is absolutely necessary to take into account that in Chile 
as in many other Latin American countries, family is changing – and 
the family’s role of caring for older adults is also changing as a result 
(Melchiorre et al., 2013). Though the debate over well-being in old age 
may revolve around family composition and the possibility of substitution 
of its members (robust network), the scientific literature proposes that the 
possibility of enjoying well-being in old age will depend on the capacity of 
the older adult to be flexible in seeking support and optimizing the social 
resources available to them (Jopp & Rott, 2006). 
Secondly (and in related fashion), the particular findings of this research 
show how the inclusion of social support from secondary groups (model 4) 
increases the explanatory capacity of the model in a particularly significant 
manner. In fact, the inclusion of the variables evaluating social support from 
the community increases the explanatory capacity of the model to almost 
26% of variance in QoL, while the variables measuring support from primary 
groups (model 3) account for 14.5%. These findings underline the importance 
of the surrounding community as a source of support (and especially of 
neighborhood relationships and those occurring within the context of voluntary 
groups) in the promotion of QoL at advanced ages. Our results are in 
line with recent studies showing how the creation of social support networks 
with neighbors and the promotion of social participation in older persons’ 
groups prevent loneliness and are positively associated with QoL (Coll-Planes 
et al., 2015). 
Thirdly, it is necessary to note that the importance in our results of social 
support from secondary networks has both a quantitative and qualitative 
dimension. A careful comparison of our models 3 (support from primary and 
secondary groups) and 4 (support from primary groups) reveals that informal 
support from the community and community integration explain the 
effect obtained in model 3 for support from extended family. This result 
means that the only two family sources that contribute to the improvement 
of QoL in our sample are partner and children. The significant effect of 
support from friends is maintained. As a whole, this pattern of results 
suggests a specificity of primary and secondary networks in the generation 
of social support, on one hand, and the key role of community as a source of 
support in the case of older persons, on the other. This conclusion is 
reinforced if we examine a second particularly significant variation in our 
model 4. As may be observed, the inclusion of the variables measuring social 
support from community explains the statistically significant association of 
the size of support network present in model 3. These results suggest that the 
role of the community does not derive from its influence on extension of the 
network in structural terms, but rather from the capacity of that network to 
create feelings of belonging and integration and to increase the perception of 
social support among older persons (Herrero & Gracia, 2007; Sánchez- 
Moreno, 2004). 
Social support from primary and secondary groups can operate through 
several mechanisms for enhancing QoL: social influence/social comparison, 
social control, role-based purpose and meaning (mattering), selfesteem, 
sense of control, belonging and companionship, and perceived 
availability of support (Thoits, 2011). Given the results obtained in this 
study, these mechanisms may differ depending on the source of support 
(primary or secondary). Specifically, partner, children, and friends exercise 
social control in the daily lives of older adults, since they attempt to 
supervise, monitor, persuade or even pressure the person to maintain 
positive practices. The most concrete example is support in the medical 
treatment of chronic illnesses (Penninx et al., 1999), but also promoting 
physical or mental health (Mui, 1996; Seeman, 2000) and improving the 
sense of being loved and cared for. All these mechanisms would be 
characteristic of intimacy, of a confidence-based relationship. On the 
other hand, social support from members of the neighborhood community 
or group peers act in areas such as influence/social comparison. In other 
words, they influence the behavior associated with healthy lifestyles – 
whether promoting physical activity or maintaining a balanced diet 
(Brown et al., 2009). They are also associated with a feeling of belonging 
and companionship; this recognition implies acceptance by and integration 
within a group, which not only guarantees security but also forms part of a 
circuit of reciprocal social support (Herrero & Gracia, 2007). Future 
research can be oriented to the clarification of potential different mechanisms 
implied in the promoting effect on QoL of social support from Though this 
research focuses on perceived social support, it is also 
worth mentioning some implications for the study of social networks. It 
would seem that the availability of heterogeneous social networks provides 
access to a more flexible, open and dynamic support system for older 
adults. This type of network can be more versatile in providing social 
support during crisis situations or merely in daily life. Available evidence 
suggests that there are four kinds of networks identified in terms of 
composition in old age: diverse, family-focused, non-kin-focused, and 
restricted (Nguyen, 2017). Those relying on restricted networks were 
more likely to be lonely and isolated compared to others (Burholt & 
Dobbs, 2014). In contrast, diverse social networks offer greater social 
integration to older persons (Nguyen, 2017). Along these lines, the results 
of our research suggest a significant role for support from the community, 
which in turn appears important for the design of social work intervention 
programs. The importance of aging in the living space (McDonough & 
Davitt, 2011) implies that it is appropriate to adjust the community 
environment to the support needs of older adults, in order to reduce 
loneliness and increase contexts of social interaction (Prieto-Flores, 
Fernández-Mayoralas, Forjaz, & Martinez-Martin, 2011). 
Limitations 
This study presents certain limitations that must be taken into account. 
First and most importantly, the study is cross-sectional in design, which 
impedes establishing causal relations among variables. Analysis of the 
theoretical and empirical background and the literature examining the 
relationship between social support and well-being in general suggest 
that our general approach, hypotheses, strategic analysis and interpretation 
of results represent a contribution to the knowledge of QoL among older 
persons. However, certain elements of QoL may be at the root of differences 
in levels of perceived social support, especially when the sources of 
that support are secondary groups. This is the case for physical and mental 
health problems. It is hence necessary to conduct research designed in a 
manner that permits clarification of the meaning of the causal relationship, 
taking into account the possibility that such relationship between QoL and 
social support may be bidirectional. Secondly, future research should 
examine possible differences on the basis of disadvantaged groups, especially 
those defined by sex and ethnicity. Both groups have experienced 
tougher life pathways in Chile, which translate into an old age with greater 
likelihood of social risk and vulnerability. It is hence important for social 
policy in Chile to retrieve information and generate knowledge in order to 




In summary, social support from secondary groups is a key factor in 
understanding QoL at advanced ages. Perhaps the main contribution of this 
study relates to the understanding of social support from secondary groups 
(specifically, the community) in the case of older persons. In this regard, our 
results emphasize the importance of informal support – beyond the support 
generated in formal institutions – and of community integration and a sense of 
belonging,beyond the direct participation of older persons in matters affecting 
their community. The role played by community support complements and 
contributes to promote well-being among elderly people when support from 
primary groups – especially family – reduces its intensity. In Chile and in 
various cultural contexts, there has been a change in the close networks of 
older adults toward a combination of family members and friendships. In a 
further step, our results suggest that networks open to a broader composition 
are related with increased well-being in old age (Fiori, Antonucci, & Cortina, 
2006; Gray, 2009; Li & Zhang, 2015; Pahl & Pevalin, 2005). In Latin American 
contexts such as Chile where there is a lack of a robust social protection system 
for the elderly, the work performed by these secondary networks is important. 
It is hence necessary to continue to conduct studies analyzing the specific role 
of the benefits of social networks – and in specific terms, the buffering 
mechanisms in terms of social support offered by these social networks. It is 
important to emphasize that our results indicate a notable level of importance 
for informal community support, but not for support from formal/institutional 
organizations.  
This suggests that intervention in this respect should be oriented not only 
toward strengthening the role of public or formal institutions, but rather toward 
the development of informal community associations and links. 
There are social policies in Chile such as the Vínculos (Links) program 
aimed at strengthening the contact networks of older adults. Specifically, 
social workers are the professionals who integrate older adults within various 
community networks and peer groups (National Service for Elderly People). 
However, this social program is intended for older adults in situations of 
social vulnerability and faces the limitation of not reaching all persons who 
are aged over 65 years. As such, gerontological interventions in contexts like 
the Chilean one should include the development of links between people and 
secondary groups as a central feature of their intervention strategy. This 
should occur through the creation, strengthening, or improvement of those 
networks that would have a direct impact on QoL. 
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Table 1. Participants’ characteristics. 
 








Age groups 60–69 years 430 (55%) 
70–79 years 





Marital status Married or cohabiting  






Residence Urban (City of Arica)  
Rural: Highlands  





Education Primary School 
incomplete  
Primary School  
High School or 
vocational education  

















Table 2. Pearson correlation coefficients for study variables. 
 
 1 2 3 4 5 6 7 8 9 10 11 12 1
3 
Mean SD 
1. Quality of 
life 
             35.87 3.50 










































































































































 14.05 3.46 
*p < .05, **p < .01 
Note: Total monthly income (including pensions, family assistance, etc.). The income ranges between 68.000 CLP (112, 88 USD 
minimum value) and 2.000.000 CLP (3.320, 00 USD maximum value), and de mean is 471,29 USD (283.911 CLP). 
 
 
